cytologically, chemically and bacteriologically. These If, after twenty to thirty minutes, one finds that the tube has not entered the duodenum it must be pulled out again as far as the second mark and again slowly reswallowed. It has been my experience however, that, in the majority of cases, when the tube is in the duodenum and the patient has swallowed it up to the third mark, the olive has advanced well into the third part of the duodenum or even into the jejunum. Since I have had the opportunity to observe on the screen what actually happens, the explanation is quite simple. So long as the tube is in the stomach it lies along the greater curvature, but soon after the tube has passed into the duodenum it is pulled up along the lesser curvature so that the distance from the lips to the pylorus is considerably shortened.
As, in a number of people, the tube will reach the correct place in the duodenum, i.e., opposite the papilla of Vater, with the second mark still at the lips, I wait five to ten minutes before making the patient very slowly swallow the tube further without clamping the tube at all. As soon as the recovered fluid becomes yellow, swallowing should cease.
Localising the end of the Tube. The next step is to find out whether the tube is now in the right position. Sometime ago a girl of 26 complained of symptoms which were very suggestive of cholelithiasis. The gall-bladder bile collected by drainage was quite normal and did not contain any crystals. At a subsequent cholecystographic examination however, a large rounded shadow was found in the fundus of the gall-bladder which was diagnosed as a large solitary stone and cholecystectomy was performed. The gall-bladder was then found to be perfectly normal except for the presence of a congenital valve stretching across the whole lumen of the gall-bladder leaving only a small communicating opening between the fundus and the rest of the lumen. The large shadow had evidently been produced by the dye which had entered into the smaller lumen but had not been evacuated as rapidly as that from the rest of the gall-bladder. In another patient a diagnosis of cholecystitis was made after drainage and the presence of only very few crystals suggested, in this case too, that she had no gall-stones, although two doubtful, but suspicious shadows were seen in the X-ray. As the patient was very persistent in her assertion that, in certain positions, she could make the stones " click " and this always produced a sharp pain, her gall-bladder was removed but was found to contain no stones at all.
The micro-organisms most frequently found in cholecystitis are again streptococci, bacillus coli communis and staphylococci. Typhoid bacilli were found twice and Lamblia intestinalis in half-a-dozen cases, in one of which the gall-bladder POST-GRADUATE MEDICAL JOURNAL July, 1938 
